Lichtigfeld and Gillman's case report (March 1990 JRSM, p 185) of a dangerous synergism between sedatives and hyponatraemic states prompts us to report our recent similar experience. A 62-year-old man with colon carcinoma metastatic to the liver but without CNS involvement was admitted to our facility for the treatment of urosepsis. He had previously been noted to have asymptomatic hyponatraemia with serum sodium concentrations between 130 and 134 mEq/l. He received 0.5 and 1.0 g of chloral hydrate on two consecutive nights for insomnia with no benefit. On the third night, when his serum sodium concentration was 131 mEq/l, he received 0.25 mg of triazolam. He appeared to settle down with this treatment but was discovered 4-5 h later, lying on the floor, in an acute confusional state. Further sedation was withheld and his mental state normalized over the next day. He sustained a fracture of his radial sty loid and the fifth metacarpal during this time. A head CT scan was normal. This case serves to emphasize the potentially serious synergism between even mild hyponatraemia and sedative use. Disturbances of the serum sodium concentration are not uncommon in oncology patients amongst whom the potential for harm resulting from confusional states is often magnified by thrombocytopenia. We urge extra caution in sedative use in this sub-group of patients. H P G DAVE F P AVIS Long-term parenteral nutrition: problems with venous access
The medical literature today abounds with papers which conclude, 'we recommend referral to specialist referral centres'. Perhaps editors have come to believe that such phraseology lends a veneer of respectability to otherwise unremarkable work.
The recent paper by McIntyre and colleagues (June 1990 JRSM, p 371) detailed above makes some valid and interesting comments about the management of patients who require long-term total parenteral nutrition in whom there are difficulties with venous access. Their experience, however, is a reflection of their own local referral pattern and cannot itself be accepted as sufficient justification to refer all such patients to specialist centres. What this paper does highlight, although the authors make no reference to it, is the need to have a multi-disciplinary team approach to patients who require parenteral nutrition. The accepted benefit that accrues from the establishment of a nutrition team must in part be due to such a multi-disciplinary approach.
The specialist skills referred to by the authors, namely duplex Doppler ultrasonography and an open approach to obtain central venous access are widely available in so-called non-specialist centres. We accept that if facilities or expertise is not available then referral is necessary but the conclusion that all such patients always need referral cannot be accepted when based on an experience of only five patients. As a profession we must encourage the development of specialist centres but only where justified on the basis of continued audit, peer review or research.
Journal of the Royal Society of Medicine Volume 84 March 1991 181 In our own unit we have recently had cause to become interested in the administration of total parenteral nutrition on an intermittent basis administered peripherally through an arterio-venous fistula in the arm. This technique has been described elsewhere for short-term parenteral nutrition. The surgical procedure required is no more demanding than that necessitated by an open approach to a central vein and expertise necessary in terms of nursing and patient training are well established from experience gained in patients requiring longterm haemodialysis. Clearly, the intermittent administration through a peripheral AV fistula is only appropriate in a very small minority of patients. Perhaps our limited experience is sufficient to justify referral of all these patients to Scarborough.
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The authors reply below:
We acknowledge that central venous parenteral nutrition is a demanding and time consuming treatment in which success is a result of a dedicated multidisciplinary team approach. Where an experienced team is available the incidents of complications relating to feeding, especially central line infections and venous thrombosis, is low. The purpose of our paper was not to point out these well known facts but to demonstrate that the end result of complications in central venous feeding may be loss of venous access. We overcame the problem of venous access using readily available techniques, but more importantly subsequently maintained these lines without complication. This was because of the multidisciplinary team approach and the fact that we continued strict supervision of the patients until they were able to manage their own home nutrition. Case one for example had been given instructions for home feeding and discharged from the hospital where treatment was initiated before he was in a nutritionally-fit state to remember and apply the techniques involved. Experience in peripheral venous (or AV fistula) feeding is growing and will undoubtedly prove successful in some patients. Its success depends in part on experience gained from central venous feeding. Peripheral venous feeding should be considered in all patients in whom the enteral route is not available. Where peripheral venous feeding is considered unsatisfactory central venous feeding will be necessary. For numerous reasons this should be supervised from the hospital closest to the patient's home where experience is available and where the incidence of complications is low. Since the majority oflong-term home central venous nutrition in the UK is coordinated through a few centres, this will usually mean a specialist centre. We would still suggest that patients should be referred to experienced centres before repeated complications of parenteral nutrition make treatment unusually difficult especially due to lack of venous access. 
